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(©) The form approved for ICF placement is valid for 60 days. If a patient has not been
placed during this period of validity, the state or its designated agency should be
contacted. At this time, the reviewing nurse will re-evaluate the form and determine if
more current information is needed.

15.  Intermediate Care Facility Services

Limitations and prior approval same as described in Item 14.b.(3).
a. Intermediate Care Services Including Such Services in a Public Institution for the Mentally
Retarded

Limitations and prior approval same as described in Item 14.b.(3).

16.  Inpatient Psychiatric Facility Services for Individuals Under 21

The state agency may grant a maximum of three administrative days to arrange
for discharge of a patient to a lower level-of-care. With prior approval by the
State Medicaid Agency, the hospital may be reimbursed for days in excess of the
three administrative days at the statewide average rate for the particular level of
care needed in the event a lower level-of-care bed in a Medicaid approved health
care institution is not available. The hospital must, however, make every effort to
place the recipient in an appropriate institution within the three day administrative
time allowance.

Admissions for all out of state psychiatric hospitals including those enrolled as
border psychiatric hospitals are subject to prior approval for necessity to go out of
state. Services in out-of-state hospitals are provided only to the same extent and
under the same conditions as medical services provided in North Carolina.
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